One of the major achievements of the RANZCP has been the examination process for entry to the College. The standard set in the examination process itself has been very high, comparing very favourably with similar psychiatric examinations in the major Englishspeaking nations. The College has many reasons to thank the late David Maddison, who as first Censorin-Chief had the major responsibility for initially setting up the examination process, and his successors, Dick Ball, Bill McLeod and Ross Kalucy. Over the years the examination entry requirements and the examination process itself have been modified and refined, with increasingly higher standards being set. However the basic structure of the examination process is essentially the same as when first begun, other than the welcome addition of the Elective Year to reflect the recent expansion of training requirements from 3 to 5 years.
In this context it is important that the College continue to scrutinise such an important role as the training and examination of future psychiatrists. Their training and examination will influence heavily the way psychiatry is to be practised in future in Australia and New Zealand.
It is refreshing to see in this issue of the Journal two constructively critical articles bearing on these matters, one by Grant [3] on the training of psychiatrists and the other by Minas and McGorry [4] on the examination process for Fellowship of the College. Grant, Chairman of the Committee for Training of the Fellowships Board, gives a very clear account of the evolution of the training process and the accreditation of trainees in Australia and New Zealand. The paper then critically examines the present situation and makes a number of constructive suggestions for the future. Minas and McGony [4] give a detailed critique of the difficulties in the establishment of reliable and valid assessment procedures of all educational programmes, placing particular emphasis upon the clinical vivas in the College examination. They suggest that a critical evaluation of these examination procedures would assist in improving the training of psychiatrists in Australia and New Zealand. In the latter regard the two papers complement each other, although written from a very different stance.
While it is timely to look at training procedures and the examinations, this scrutiny needs to be placed in a broad context, with the College asking what it is expecting from the training process and what is expected of the future psychiatrist. In reviewing these issues it should be remembered that, given the time it inevitab-ly takes to change any training or examination process and the 5 years to train a psychiatrist, we are discussing our expectations of the psychiatrist at the beginning of the 2 1 st century. This is a daunting task. Hence I would like to see the beginnings of vigorous constructive debate within the College about these issues before we look too closely at issues such as the validity of the clinical viva.
Minas and McGorry [4] argue that the central educational goal of the 5-year training period in psychiatry is clinical competence in the area of general adult psychiatry. I would contend that an equally central goal should be to provide the trainee with a solid understanding of the theoretical base of the specialty,so as to be able to critically evaluate the significance of that knowledge, and to be able to update it as new advances and initiatives are made in the future. Surely this is a fundamental goal of any educational process. No discipline can afford to ignore its theoretical foundations, no matter how inadequate they might appear to be at any time. For the College to ignore them would be to build psychiatry on a base of sand, or as Bruce Singh once aptly stated it, to run the danger of producing "barefoot psychiatrists".
Psychiatry has traditionally drawn upon the knowledge base of many disciplines. With the development of new sophisticated technology there have been recent major advances in the biological sciences, many of which have direct and indirect relevance to psychiatry and give expectations of further major findings in the foreseeable future. Unless we maintain an adequate working knowledge of these new advances, psychiatrists are in danger of losing their credibility with other medical specialties and related disciplines. We are all familiar with the rapidly emerging phenomenon of most para-medical professionals (and others) wanting to give psychotherapy or counselling to their patients/clients. Psychiatrists are medical graduates and psychiatry is a medical specialty. It is psychiatrists' training in medicine and the biological sciences which most sharply differentiates them from these non-medical psychotherapists and counsellors, not their psychotherapeutic skills. By contrast, the possession of psychotherapeutic skills is one of the major factors differentiating psychiatrists from other medical specialists. If psychiatry ignores its biological base, psychiatrists will run the distinct risk of rapidly becoming one of the large number of undifferentiated therapists in society, with their only major characteristic being that they are licensed to prescribe pharmacological agents. Ellard [ 5 ] likened such psychiatrists to a "gaggle of social workers who were once exposed to a medical school".
By contrast, Quadrio [l] has berated psychiatrists for wanting to embrace a biological model and for attempting a re-medicalisation process, which she likens to acting as prodigal adolescents running home to mother at the first sign of difficulties, rather than battling it out independently as adults. Inherent in her arguments is an emphasis on the dichotomy of psychiatry into a predominantly psychotherapeutically-orientated psychiatry and a predominantly biologically-based psychiatry. This is a continuation of the old mind-body dichotomy which psychiatry has deplored for so long. In my opinion every psychiatrist should have a certain exposure to dynamic theory and experience with psychotherapeutic techniques.
However it must not be forgotten that psychiatry is a medical discipline. Otherwise why do psychiatrists bother doing the MB BS and not instead pursue a basic undergraduate degree in one of the paramedical disciplines? Surely a psychiatrist should have a sound training and background in a wide range of the biological and non-biological sciences relevant to psychiatry, as well as high skills in clinical psychiatry and the available range of treatment modalities including psychotherapy? Hence it is very important in training to give an adequate theoretical and practical exposure to the full spectrum of these treatment modalities. Otherwise we have no right to maintain our claim that psychiatrists treat patients as "a whole person".
The former Board of Censors and the present Fellowships Board have been reluctant to state specific broad areas of knowledge required of examination candidates, in spite of pleas from the latter. Grant [3] indicates that this policy will probably continue. A decade ago efforts were initiated in North America to produce for psychiatric trainees a guideline for study in the broad field of psychiatry, in which senior representatives from both our College and the British College of Psychiatrists participated [ 6 ] . At the time our Board of Censors did not officially recommend this publication as a training guide. Maybe it is time for the Fellowships Board to re-examine its attitude towards publication of at least broad areas which it would expect to be covered in a training and examination process. The same applies possibly to the issue of a reading list as a guide to study. The Royal College of Psychiatrists has now issued three editions of such a reading guide. All university programmes give at least a broad outline of the material each course is to cover, together with recommended textbooks and an additional recommended reading list. I have never been convinced with the past central argument of the College against such a policy, namely that the publication of a training syllabus and a reading guide would mean that the students would not read outside these areas, and would protest vigorously if ever asked a question which appeared to step outside the prescribed arena.
The major lack of the current College examination process is that the theoretical base of our discipline, both biological and non-biological, as opposed to the clinical practice of psychiatry, is not adequately examined. If the College appears to downgrade the significance or importance of this knowledge by giving it low priority in the examination process, trainee psychiatrists, like all students, will likewise give it low priority in their preparations for the examination and in their future career. The only current formal time allocated to these basics is in the first written paper and possibly in the Consultancy Viva. Increasingly in latter years, the first paper has contained a high proportion of clinically-orientated questions, at the expense of questions examining relevant non-clinical material. Even if the whole paper were devoted towards the latter, the scope for thoroughly examining this aspect of the candidate's knowledge would still be limited and certainly quite small compared with the examination of clinical skills and knowledge.
There is a powerful case for examining the basic theoretical structure of psychiatry and related disciplines at an early stage in the training process, leaving the latter years free for advanced clinical training and examinations. This has long been a traditional model in medicine and most of the medical specialties. It is the basic structure of the medical undergraduate course, and the training programme of most Royal Colleges in Britain and in Australia and New Zealand. It was a model used in the former DPM examinations. The Royal College of Psychiatrists in Britain has a Part I examination to examine basic knowledge. It is time the RANZCP did the same. It is the best time to examine these subjects. Such a model also acts as a filter early in the training process, which has obvious advantages for both the trainees and those conducting the training programme. In many States of Australia the Royal Australasian College of Surgeons will not take candidates into a surgical training programme until they have passed the Part I examination. Those candidates who do not make the grade, or who decide not to proceed with psychiatry, would have a knowledge base which would stand them in good stead in many other areas of medical practice. The examination could incorporate knowledge of the theory and interpretation of many investigative procedures such as the CT head scan, ECG, EEG, MRI and basic relevant medical investigations, as well as an adequate standard for both the mental state examination and physical examination of patients. Even a clinical examination of the core psychiatric syndromes at this stage would not be amiss, comparable to that which any reasonable psychiatric programme would include as part of the assessment procedure at the end of the first year of training.
Grant [3] indicates that most of the local training committees in Australia and New Zealand would be keen to be given greater responsibility in the training and accreditation area. He outlines ways in which this might be done. I would go a step further and give the local training committees responsibility for conducting the Part I examinations, once their training programmes had reached a prescribed standard. Papers could be set centrally and could even be marked centrally as at present, but all practical aspects of the examination would be conducted by local examiners. A member of the Committee for Examinations of the Fellowships Board could be present at each of these examinations to ensure the correct standard is being attained. This would be similar to the way many universities conduct the final MB BS clinical examinations, with the aid of an external examiner from another State or an overseas country in each of the major clinical disciplines. Eleven years ago I advocated such a decentralised scheme for conducting the clinical examinations for Membership of the College, but was told that such a scheme was impossible to contemplate. I hope current attitudes are not quite so inflexible.
When the College examination was at the end of 3 years of training, each candidate was required to complete five compulsory case histories and five optional case histories. This has been modified considerably with the introduction of the 5-year programme. With a re-examination of the training process, possibly it is time for the College to re-examine the range of clinical experience required of candidates, and to reflect this range in the number and type of case histories required. The majority of patients treated by psychiatrists are never hospitalised. Psychiatry as a whole could easily be accused of narrowing its clini-cal base. It would be well advised to examine the possible consequences of this. Neurologists and physicians investigate most patients with dementia rather than psychiatrists. Geriatricians and general practitioners manage most elderly demented patients. Neuropsychiatry has become a sub-specialty practised by only a small number of our Fellows. Psychiatry has largely opted out of the area of alcoholism and drug addiction and their place taken by non-medical professionals. In doing so psychiatry has lost a golden opportunity to convincingly spearhead major preventative programmes. Mental deficiency has long ceased to be of any interest to psychiatrists in Australia. Fewer psychiatrists are now involved in the active rehabilitation of schizophrenics. It is difficult to attract psychiatrists to areas such as psychogeriatrics and forensic psychiatry. Andrews and Hadzi-Pavlovic [7] reported that only 4% of psychiatrists in Australia used either cognitive behaviour therapy or other behaviour therapy for their patients with neurosis, in contrast to the estimates from the Quality Assurance Project data that these same practitioners would have advised using behaviour psychotherapy for 20% of their neurotic patients. Experts on that project advised that it was the treatment of choice for 40% of neurotic disorders appearing in practice. It appears that our therapeutic practices are also shrinking.
Training in psychotherapy is obviously an important part of the training process of any psychiatrist. The College recognises this by stipulating that treatment of a patient in a minimum of 50 sessions of intensive psychotherapy be one of the mandatory five case histories for Part I of the examination. Although it is recognised that some degree of supervision of the psychotherapy case is important, and in fact may be essential to reach the standard required to pass that case history, there is no stipulation for such supervision. The paper by Grant [3] calls for a re-examination and upgrading of supervision. Surely it is time to make some recommendations and stipulations regarding the adequate supervision of psychotherapy for trainees. Whereas once the work force situation may not have allowed this in practice, it would be an indictment of psychiatry in Australia and New Zealand if the training programmes could not now provide a certain standard of supervision in this area. Maybe the time has come to examine the desirability of officially giving the option of having 2 or 3 patients, each treated in 10-20 sessions of insight-directed psychotherapy, as an alternative to the current requirement of having one patient in a minimum of 50 sessions. This would be more in keeping with current clinical practice.
Possibly the College should re-examine its policy of stipulating the necessity for supervisors having the FRANZCP qualification. We all know of psychiatrists with such a qualification who are quite unsuitable to be supervisors and of a few psychiatrists without this qualification who would be very suitable. This is admittedly a very vexed question with many ramifications, but one in which a more flexible attitude might be rewarding.
Minas and McGorry [4] argue that there are compelling reasons for questioning the validity of vivas, and suggest that there are a number of procedures, which could be introduced at little cost in money and time, that would allow more detailed examination of the reliability and validity of the vivas. They focus particularly on the clinical psychiatry vivas. Psychiatry is essentially a clinical discipline and the major thrust of the whole current examination process is geared towards examining the standards of candidates in clinical psychiatry. The examination of clinical skills in psychiatry is the high point of the current examination process and has been progressively developed to achieve a very high standard. This is very appropriate for a clinical discipline. In my opinion it is the part of the examination process which should be left largely intact, although there is a place for attempting to introduce a wider range of clinical material into the examination process. In these days of emphasis on evaluation and cost effectiveness, I frankly do not believe that scrutinising the clinical psychiatry examinations, in the manner posed by Minas and Mc-Gomy, would give results proportionate to the effort required. I would rather see the effort expended in other directions.
A critical examination of the Consultancy Viva and the Medicine Viva would be very rewarding. Such an examination, along the lines proposed by Minas and McGony [4] , would definitely assist in the training of psychiatrists. There is a very strong case for a complete revamping of the Medicine Viva and of completely scrapping the Consultancy Viva, both of which moves are well overdue. The Consultancy Viva held on the second day of the clinical examinations is a problem area like its predecessors, the Behavioural Science and the Behavioural and Biological Sciences Vivas. Its very name, and by implication its aim, is a misnomer in the 5-year programme, as opposed to the former 3-year programme. If a candidate passes the Part I examination in the first half of the 4th Year, another 18 months training and passing the Part II requirements precede eligibility for employment as a consultant. Hence it seems rather premature to expect the candidate to act as a consultant at this stage of the training process.
In this particular examination, more than any other, standards are hard to set with any precision and too much depends upon the type of questions asked and the particular examiner. A major aim of the viva is to examine the role of and the knowledge used by psychiatrists as a consultant in the non-clinical sphere and to be able to react to these situations "on their feet". Often in the viva there is insufficient time to examine the knowledge base in any depth. At times some of the questions appear foolish. For example, not infrequently candidates are asked how they would talk about a particular topic in a television or radio programme. In practice very few experienced psychiatrists would relish such a task, and most would certainly want warning and time for preparation. For such a task usually we specifically choose psychiatrists with ability to communicate with the media, as this is just as important as the knowledge of the subject.
The College approach to the Medicine Viva needs critical scrutiny, mainly in relation to what is examined, how to examine it and how to set a satisfactory standard. Underlying the examination is the whole question of what standard of clinical medicine we expect the average consultant psychiatrist to practise, and the relationship of medicine to psychiatry.
From the era of the DPM examination, through the early days of College Membership examination and up to the present, the place of neurology in the training and examination of candidates has been progressively downgraded and its place taken more by general medicine. It is now possible to pass the College examination without ever being examined in any aspect of neurology, either theoretical or clinical.
There have probably been two factors responsible. In the past much of the neurology taught and presented in examinations seemed very peripheral to psychiatry. Secondly, there is now increasing contact with general medicine through liaison psychiatry attachments in general hospitals, and psychiatrists need a certain knowledge of general medicine to function adequately in this role. Yet many aspects of neurology are very important both in differential diagnosis and in the management of patients. After all, psychiatry and neurology are those branches of medicine which are specialties in the clinical manifestations of abnormalities in the functions of the brain, the former emphasising the more behavioural aspects and the latter the more physical aspects of clinical presentation. If we are not to perpetuate the mind-body dichotomy, surely psychiatrists should be very familiar with the fundamentals of neurology. At the time I completed my basic psychiatric training, when the DPM was the major examination requirement, DPM candidates knew as much clinical neurology, and often much more, than did successful candidates for the College of Physicians examinations at the same point in their training. I do not believe that the same could be said now.
Medicine is becoming increasingly specialised, technical and complex, with much of it beyond the requirements of psychiatric practice. The College should ensure that all candidates are examined on some aspects of borh neurology and non-neurological medicine, each tapered sensibly to the realities of psychiatric practice. Inevitably such a policy would mean a larger medicine examination than at present, for example the use of short cases as well as the present long case. It could be achieved by a more constructive use of the time currently spent on the Consultancy Viva.
In my opinion, the College has not been able to satisfactorily set the standard required in the Medicine in Relation to Psychiatry Viva to the same extent as in clinical psychiatry. Once the standard was most aptly described as "what would be expected of a 6th Year medical student". It is now realised that, with the advancing knowledge and complexity of medicine, the average 6th Year medical student has a much broader and detailed knowledge of many aspects of medicine than we would require of our candidates. If so, what is the standard required of the examination candidate in the 1990s? I would suggest that one essential and easy beginning to answer this question would be to thoroughly examine the candidate's competence in eliciting physical signs, requiring a definite pass in order to proceed further. In my medical school, students are not allowed beyond fourth year until they have passed the examination in eliciting and interpreting clinical signs. Surely it is not asking too much for the same requirement to be made of our candidates? If we had a Part I examination, as suggested above, this would be an obvious place for such an examination.
The elective year of the present 5-year programme is still a relatively new initiative. It has a very sound basis, and to date appears to be working very satisfactorily and shows great promise of achieving its objectives. None of the ideas outlined above should interfere with its continuation, either in its present form after the end of the proposed Part I1 examination, or in some way incorporated into the latter years of training.
In summary, I believe that both papers [3, 4] should form the stimulus for the College to undertake a complete re-examination of their training objectives, with a view to a complete revamping of the College examination process. As Grant [3] points out, the examination will remain very important as the standard setter. I hope that the College will react to the paper by Minas and McGony [4] in a positive manner, scrutinising the whole examination process in a very broad perspective, rather than getting too involved in the minutiae of the validity of a particular viva. It is only after such a broad scrutiny of the objectives of training and the examinations, followed by a revamping of the College examination, that the intended upgrading of the training process by the Committee for Training for the Fellowships Board can be fully completed and implemented. Personally, I believe that a major underlying policy of such a scrutiny should be thatespoused by Ellard [5] in 1979 when writing about the future of psychiatry in Australia, a view he maintained nine years later [2] . He believed that our best hope was to cling to medicine and to pursue a policy of unremitting elitism, discarding all but the best. Such a policy does not mean abandoning the role of psychiatrists as medical psychotherapists, but means that they should pursue high standards in this role as in all other professional endeavours. In the interim, the proposals for change outlined by the Chairman of the Committee for Training of the Fellowships Board [ 31 should be fully supported by the College.
